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Right lower quadrant (RLQ) pain is a common clini-
cal problem among children visiting the emergency
department (ED). It can be associated with a wide
variety of surgical and nonsurgical conditions. The
most common cause of RLQ pain requiring surgical
intervention is acute appendicitis. It is important to
rule this out, as its early diagnosis and intervention
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Right lower quadrant (RLQ) pain is a common complaint in children presenting at emergency
departments. This study analyzed the etiologies of RLQ pain, and compared the clinical presen-
tations, laboratory test results and imaging findings in patients with appendicitis with those in
other groups of patients. We also investigated if active observation resulted in delayed diagnosis,
to the detriment of patients. Medical records for the period January 2006 to July 2006 were
reviewed for children (age < 18 years) who presented to the emergency department of one med-
ical center, complaining of RLQ pain. Out of a total of 100 patients (age range: 2–17 years; mean: 
11 years), 46 patients presented with only one symptom of RLQ pain, while 32 patients had ≥ 2
associated signs or symptoms, including fever, nausea/vomiting, diarrhea, or rebound tenderness.
Imaging studies, including abdominal sonography and/or computed tomography, were per-
formed in 73 patients; 44 underwent surgery for presumed appendicitis and one received surgery
for a right paraduodenal hernia. Eleven patients underwent surgery because of peritoneal signs,
and eight because of persistent or aggravated RLQ pain. Postoperative pathologic examinations
revealed 53 cases of appendicitis, six normal appendices, and other morbidities (1 perforated pep-
tic ulcer, 1 pelvic inflammatory disease, 1 ovarian cyst, 1 diverticulitis, and 1 right paraduodenal
hernia). Thirty-three patients were discharged after several hours of observation (range: 0.5–18
hours; mean: 4 hours), and three patients were admitted for further observations. All were dis-
charged without operation. There were significant differences in the incidences of fever (p = 0.004)
and rebound tenderness (p = 0.019), and in white cell counts (p < 0.001), neutrophil percentages
(p < 0.001), and C-reactive protein levels (p < 0.001) between patients with appendicitis and patients
with other causes of RLQ pain. Clinical signs and symptoms, laboratory tests, and imaging stud-
ies can be used to differentiate between the causes of RLQ pain. Patients without the classical 
features of appendicitis or peritonitis can be safely managed by active observation and repeated
physical examinations.
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can prevent perforation, which can otherwise lead to
abscess formation, peritonitis, sepsis, bowel obstruc-
tion, and death. Other causes of RLQ pain that can
mimic appendicitis include infectious gastroenteritis,
diverticulitis, mesenteric lymphadenitis, intussuscep-
tion, pancreatitis, Meckel’s diverticulum, urinary tract
infection, pelvic inflammatory disease, renal calculi,
and abdominal neoplasms [1,2].
Medical history and physical examination can help
physicians to differentiate between the various possi-
ble causes of RLQ pain. The migration of periumbilical
pain to the RLQ increases the likelihood of appendici-
tis, though this “classic” presentation of appendicitis,
with associated nausea, vomiting, and fever, is present
in less than one third of patients with appendicitis
[3]. Accurate diagnosis in young children remains 
a challenge because they are unable to describe their
symptoms, and a physical examination may be diffi-
cult to perform and interpret. The introduction of com-
puted tomography (CT) has resulted in improved
patient outcomes, reflected by a reduction in the fre-
quency of laparotomies revealing normal pathology,
and in decreased perforation rates [4].
We retrospectively reviewed data from the charts
of pediatric patients who presented at our ED with
RLQ pain. We analyzed the causes of RLQ pain to
determine the proportion of cases of appendicitis, and
to establish the optimal observation time required for
patients with RLQ pain in the ED.
METHODS
Patients
Children (age < 18 years) with RLQ pain who pre-
sented at the ED of our medical center between
January 2006 and June 2006 were enrolled in this
study. Patients who went home against advice were
excluded. A pediatric fellow and four pediatric attend-
ing physicians examined all patients. Follow-up was
made by telephone contact within 1 week of the ED
consultation. We collected data on age, gender, dura-
tion of symptoms, signs and symptoms at the time of
visiting the ED, laboratory examinations, imaging
studies, and length of active observation in the ED or
hospital stay.
The patients in this study were divided into 
two groups based on the final diagnoses: an appendici-
tis group and a normal appendix (non-appendicitis)
group. The hospital’s institutional review board con-
curred that this retrospective study was a continuous
quality improvement initiative to improve patient
care and did not require informed consent.
Clinical findings
Signs and symptoms such as fever, nausea/vomiting,
diarrhea, mass, rigidity, shifting pain, and rebound
tenderness were recorded.
Laboratory investigations
Laboratory tests were carried out on blood samples
obtained from the patients while they were in the ED.
White blood cell count (WBC) and neutrophil percent-
age were measured by an automated 5-part leukocyte
differential count hematology analyzer (Cell-Dyn
4000R system; Abbott Diagnostics, Abbott Park, IL,
USA). Serum C-reactive protein (CRP) level was mea-
sured by immunoturbidimetry using a CRP reagent kit
(Beckman Coulter, Fullerton, CA, USA). In patients
who had repeated tests or those who were admitted
for further observations, the results of the final tests
performed in the ED were used for statistical analysis.
Imaging studies
All patients with RLQ pain who visited the ED under-
went plain abdominal radiography. Other imaging
studies, such as ultrasound and CT, were performed
if deemed necessary by the pediatric physicians or
surgeons. Ultrasound was performed using real-time
scanners (TITAN; SonoSite Inc., Bothell, WA, USA) by
a single pediatric gastroenterologist. Ultrasound crite-
ria for acute appendicitis included a noncompressible
tubular structure with a blind end representing an
appendix (long-axis scan), an enlarged appendix with
an outer diameter > 6 mm, and an echogenic center,
presenting as a “target sign” on short-axis scan. A
shadow-casting fecalith or relatively hypoechoic pus
collection in the lumen of the appendix might also be
present [5,6].
All CT scans were obtained using a 16-detector row
CT scanner (Lightspeed Ultra; GE Medical Systems,
Milwaukee, WI, USA). All images were interpreted
and recorded following consensus between two radi-
ologists. CT criteria for acute appendicitis included 
a distended appendix > 7 mm in maximal diameter,
appendiceal wall thickening and enhancement, an
appendicolith, circumferential or focal apical cecal
thickening, pericecal fat stranding, adjacent bowel
wall thickening, focal or free peritoneal fluid, mesen-
teric lymphadenopathy, and intraperitoneal phlegmon
or abscess [4].
Patient disposition
The pediatric surgeon was consulted when appendici-
tis was suspected. A decision regarding surgical inter-
vention was made by one of two pediatric surgeons,
based on one of the following criteria: (1) appendicitis
highly suspected following abdominal CT or sonog-
raphy; (2) RLQ pain persisting or becoming more
severe during 4–6 hours of observation; or (3) presence
of peritoneal signs. Active observations with repeated
physical examinations by the same pediatrician every
hour were carried out in the ED, if a diagnosis of
appendicitis could not be ruled out. Laboratory tests
(WBC, neutrophil percentage, CRP) were repeated
approximately every 4 hours after the initial labora-
tory examinations. If the patient’s RLQ pain resolved
in the ED, the patient was discharged with instruc-
tions for outpatient follow-up. If the patient did not
return to the outpatient department, the parents were
contacted by telephone and asked if the RLQ pain had
stopped. Hospitalization was advised if RLQ pain
persisted for longer than 12 hours.
Pathologic diagnosis
A final diagnosis of acute appendicitis was based on
histologic examination of excised appendices. Nega-
tive appendectomy was defined as a nonincidental
appendectomy in which pathologic examination
revealed no inflammation.
Statistical analyses
Bivariate statistical analyses, using the χ2 test or
Fisher’s exact test for categorical variables and
Student’s t test for continuous variables, were em-
ployed to evaluate the differences in clinical manifes-
tations and laboratory results between the appendicitis
and non-appendicitis groups. All analyses were per-
formed using SPSS version 11 (SPSS Inc., Chicago, IL,
USA). A p value < 0.05 was considered statistically
significant. We also provided estimates of accuracy
(sensitivity and specificity) for diagnosing appendici-
tis by abdominal sonography and abdominal CT.
RESULTS
Study group
A total of 100 consecutive patients (age range: 2–17
years; mean: 11 years) with RLQ pain were enrolled
in this study. We excluded two patients with RLQ pain
who were suspected of having appendicitis follow-
ing abdominal CT, because they went home against
medical advice and were lost to follow-up. The study
population included 66 boys and 34 girls with an aver-
age duration of RLQ pain prior to ED consultation 
of 1.4 ± 0.5 days (range: 30 minutes to 7 days). Forty
patients had previously seen a physician in another
hospital and were transferred for further evaluation
of possible appendicitis. It was the first visit to our
ED for all 100 patients, except for two who returned
to the ED because of epigastric pain shifting to the
RLQ area. One of these two patients was diagnosed
with appendicitis.
Fifty-three patients had pathology-proven appen-
dicitis (appendicitis group), and 47 did not have
appendicitis (non-appendicitis group). The patient
demographics for both groups are shown in Table 1.
Clinical and imaging findings and laboratory results
for both groups are shown in Table 2.
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Table 1. Demographic data of the two groups
Appendicitis group (n = 53) Non-appendicitis group (n = 47) p
Patients’ age (yr)
< 3 1 0
3–7 12 10
8–17 40 37




Transferred cases 22 18 0.839
SD = standard deviation.
Clinical findings
All patients presented at the ED with a chief complaint
of RLQ pain; 46 presented with a single symptom of
RLQ pain; 17 of these 46 were in the appendicitis
group and 29 in the non-appendicitis group. Thirty-
two patients had at least two of the following associ-
ated signs or symptoms: fever, shifting pain, nausea/
vomiting, diarrhea, or rebound tenderness, including
25 in the appendicitis group and seven in the non-
appendicitis group. The only significant differences in
signs and symptoms between the groups were in the
incidences of fever (p = 0.004) and rebound tenderness
(p = 0.019), which were both more common in the
appendicitis group (Table 2).
Radiologic and laboratory findings
Plain abdominal radiography was performed in all
patients. In the appendicitis group, one patient had a
fecalith and 14 had ileus (local ileus in 10 and diffuse
ileus in 4) detected by plain film. Stool impaction was
found in seven patients and ileus in a further seven
(local ileus in 6 patients and diffuse ileus in 1) in the
non-appendicitis group.
Sixty-four patients received abdominal sonogra-
phy and 47 of them had positive findings (Table 2).
The positive sonography findings revealed 38 cases
of appendicitis, five with bowel wall thickness or
edema, three with stool impaction, and one with an
ovarian cyst. Twenty-one patients had abdominal CT
scans and 19 of them had positive findings (Table 2).
The positive CT findings in the non-appendicitis
group included three cases of bowel wall edema, two
of appendicitis, one right paraduodenal hernia, and
one ovarian cyst.
The sensitivity and specificity for diagnosing
appendicitis by sonography and CT were 83.7% and
88.8%, and 100% and 71.4%, respectively. Twenty-
seven patients had WBC > 15,000/mL, including 23
in the appendicitis group but only four in the non-
appendicitis group. Fifty-one patients had CRP levels
> 1 mg/dL, including 39 in the appendicitis group
and 12 in the non-appendicitis group. Patients with
appendicitis had significantly higher mean values of
WBC, neutrophil percentage, and CRP than those
without appendicitis (Table 2).
Surgical indications
A total of 64 patients with RLQ pain underwent sur-
gery, 45 because of positive sonography or CT find-
ings, 11 because of peritoneal signs, and eight because
of persistent or aggravated RLQ pain. All of them were
operated on for presumed appendicitis (except for 
1 right paraduodenal hernia). Among the 63 patients
who underwent surgery for presumed appendicitis,
the surgical decision was based on positive findings
of sonography or CT in 44 patients (imaging group),
and on the presence of peritoneal signs or persistent
or aggravated RLQ pain in 19 patients (nonimaging
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Table 2. Comparative clinical signs and symptoms, imaging findings, and laboratory results in patients with and 
without appendicitis
Characteristic
Appendicitis group Non-appendicitis group 
p
(n = 53) (n = 47)
Symptom/sign
Fever 23 (43.4%) 8 (17.0%) 0.004*
Shifting pain 9 (17.0%) 4 (8.5%) 0.213
Nausea/vomiting 23 (43.4%) 13 (27.7%) 0.150
Diarrhea 5 (9.4%) 3 (6.4%) 0.579
Rebound tenderness 23 (43.4%) 10 (21.3%) 0.019*
Positive imaging findings
Plain abdominal 18 (34.0%) 14 (29.8%) 0.659
Sonography 35/37 (94.6%) 12/27 (44.4%)
Abdominal CT 12/12 (100%) 7/9 (77.8%)
Laboratory data
WBC (109/L) 15.34 ± 4.72 9.89 ± 3.91 < 0.001*
Neutrophils (%) 80.26 ± 8.22 65.83 ± 14.66 < 0.001*
CRP (mg/L) 78.3 ± 86.9 18.1 ± 35.9 < 0.001*
*Statistical significance was established at a level of p < 0.05. CT = computed tomography; WBC = white blood cell count; CRP =
C-reactive protein.
group). The negative appendectomy rate was sig-
nificantly lower in the imaging group than in the
nonimaging group (p = 0.01).
The average duration of stay in the ED before sur-
gery was 3±1.5 hours (range: 40 minutes to 6.5 hours).
Three patients stayed in the ED for > 4 hours (5 hours,
6 hours and 6.5 hours, respectively).
Causes of RLQ pain
A total of 53 patients had pathology-proven appen-
dicitis. The prevalence of appendicitis among those
who underwent immediate appendectomy was 84.1%
(53/63). Twenty patients had appendiceal perforation,
and 10 of these had abscess formation. The perforation
rate was 37.7% (20/53).
Based on operative findings and pathology reports,
10 patients had normal appendices (15.9%), six patients
had bowel wall edema consistent with gastroenteritis,
one had a perforated peptic ulcer, one had pelvic in-
flammatory disease, one had an ovarian cyst, and one
had diverticulitis. One patient who was diagnosed
with appendicitis by the physician in a local clinic
underwent laparotomy after a right paraduodenal her-
nia was demonstrated by multidetector CT; operative
findings proved the diagnosis.
The causes of RLQ pain in the 47 patients without
appendicitis are shown in Table 3. Thirty-six of these
47 patients did not undergo surgery (nonsurgical con-
dition). The clinical and imaging diagnoses were gas-
troenteritis in 19 patients, nonspecific abdominal pain
in eight patients, stool impaction in seven patients,
and ovarian cysts in two patients.
Outcome
The duration of hospital stay was 5 days in the patient
with a right paraduodenal hernia, 5.3 ± 2.9 days in 
53 patients with appendicitis, and 4.1 ± 1.5 days in 
10 patients with negative pathologic findings after
appendectomy. There were no postoperative compli-
cations, including infection or bleeding. The duration
of hospital stay in the 63 patients who underwent
surgery for presumed appendicitis did not differ sig-
nificantly between the imaging and nonimaging
groups. Thirty-three patients in the nonsurgical
group were discharged after resolution of the RLQ
pain and when they were clinically stable. Six of these
were followed up at the outpatient department, 15
were followed up by telephone within 1 week, and 
12 were lost to follow-up. The average observation
period in the ED was 5 hours (range: 0.5–18 hours),
and no patients returned to the ED with RLQ pain. 
A further three patients in the nonsurgical group were
admitted for further observation, and were hospital-
ized for 2, 2, and 3 days, respectively. They were
diagnosed with acute gastroenteritis and were dis-
charged without surgery after RLQ pain relief.
DISCUSSION
The purpose of this study was to analyze the causes
of RLQ pain in children visiting the ED. Our results
show that most of them were suffering from appen-
dicitis, followed by acute gastroenteritis and nonspe-
cific abdominal pain. In a study by Reynolds and Jaffe,
the three most frequent diagnoses in 377 children with
abdominal pain in an ED were nonspecific abdomi-
nal pain (36%), gastroenteritis (16%), and appendici-
tis (8%) [7,8]. Appendicitis, rising from 1–2 cases per
10,000 children per year between birth and 4 years, to
25 cases per 10,000 children per year between 10–17
years [9], is the most common pediatric surgical emer-
gency and was also the most common cause of RLQ
pain in our study. We therefore focused on appendici-
tis, and compared patients with and without appen-
dicitis in a sample of 100 patients presenting with
RLQ pain.
Because the majority of patients with appendicitis
present with RLQ pain, most pediatric surgeons agree
that operative planning and the anticipated hospital
course can be discussed with the parents when this
presentation is encountered. However, approximately
one third of children with appendicitis have atypical
clinical findings and are initially managed nonopera-
tively, because the absence of classic RLQ pain and dif-
ficulties with physical examination make an accurate
Children with right lower quadrant pain
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Table 3. Diagnoses of patients without appendicitis
(non-appendicitis group)
Other diagnoses n %
Acute gastroenteritis 25 53.2
Nonspecific abdominal pain 8 17.0
Stool impaction 7 14.9
Ovarian cyst 3 6.4
Pelvic inflammatory disease 1 2.1
Perforated peptic ulcer 1 2.1
Diverticulitis 1 2.1
Right paraduodenal hernia 1 2.1
diagnosis of appendicitis challenging in children with
abdominal pain. Other clinical presentations, labora-
tory tests, sonography and CT are, however, available
to assist in diagnosing appendicitis. O’Shea et al found
that the presence of fever and vomiting was signifi-
cantly more common in patients with appendicitis
than in patients with other causes of abdominal pain
[10]. Reynolds and Jaffe found that 97% of pediatric
patients with appendicitis had at least two associated
symptoms, such as vomiting, guarding, tenderness, or
RLQ pain [7]. However, unexpectedly, the addition of
fever did not improve the predictive value of their
model. In our study, fever and rebound tenderness
were significantly more common in patients with
appendicitis, while shifting pain, nausea, vomiting,
and diarrhea were not (Table 2).
Laboratory tests of inflammatory response mark-
ers such as elevated WBC, neutrophil percentage and
CRP, may prove to be useful for diagnosing appen-
dicitis [11,12]. Our results showed that patients with
appendicitis had significantly higher WBCs, neutro-
phil percentages, and CRP levels than those with nor-
mal appendices. However, most types of infection or
inflammation, including acute gastroenteritis, diver-
ticulitis, mesenteric lymphadenitis, pancreatitis, uri-
nary tract infection, and pelvic inflammatory disease,
can also result in abnormally high WBCs, elevated
neutrophil percentages, and CRP levels. Thus reliance
on these parameters in patients with RLQ pain may
lead to misdiagnosis, and increase the negative appen-
dectomy rate. Four of our patients with leukocyte lev-
els > 15,000/mL and one patient with CRP > 8 mg/dL
were initially suspected of having appendicitis. How-
ever, their RLQ pain subsided after a period of obser-
vation and a diagnosis of appendicitis was ruled out.
Most authors agree that acute appendicitis is very
unlikely when both leukocyte count and CRP are
within normal limits [12]. However, when symptoms
of acute appendicitis proceed rapidly, a patient’s levels
of inflammatory biomarkers may not increase signifi-
cantly in the first 12–24 hours [13]. This may explain
why four patients in this study with acute appendici-
tis had normal WBCs, neutrophil percentages, and
CRP levels.
Few comparative imaging studies evaluating chil-
dren with RLQ pain are available. Imaging assess-
ments, including sonography and abdominal CT,
should be performed more often to evaluate children
with RLQ pain if the clinical features are not obvious
or if diagnosis remains equivocal [14]. Sonography 
is a valuable diagnostic imaging method in children
with RLQ pain, but its accuracy is highly dependent
on the operator, and can be influenced by obesity and
overlying gas. Abdominal CT can establish a more
accurate diagnosis but is associated with more radia-
tion exposure. As expected, the negative appendec-
tomy rate in our study was significantly lower in the
imaging group. However, patient outcome was not
significantly different between the imaging and non-
imaging groups in this retrospective study.
Many published studies have investigated the
sensitivity and specificity of CT and sonography for
diagnosing appendicitis [14,15]. The average sensi-
tivity and specificity of sonography were 87.1% (range:
44–94%) and 89.2% (range: 47–95%), respectively, while
the average sensitivity and specificity for CT were
90.8% (range: 87–100%) and 94.2% (range: 89–98%),
respectively [14,15]. The estimates of sensitivity and
specificity of abdominal sonography and CT in our
study were based on limited observations, because not
all patients with RLQ pain underwent imaging studies.
In our study, the sensitivity and specificity of sonog-
raphy for appendicitis were within the range reported
in the literature. However, the specificity of CT scan-
ning was much lower than that reported in the litera-
ture, and may reflect our small study population.
The rate of negative appendectomy in our study
was 15.9% (10/53); a rate of 20% has generally been
considered acceptable to avoid complications of per-
foration due to missed or delayed diagnosis [15–18].
Patients who receive a CT scan have a significantly
lower rate of negative appendectomy [19,20]. In our
study, 10 patients had negative appendectomies; two
of them had received preoperative CT scans that pro-
duced false positive findings of appendicitis. It is
possible that if the other eight patients with negative
appendectomies had received preoperative CT scans,
unnecessary surgery might have been avoided, be-
cause the negative appendectomy rate in the imaging
group was significantly lower than that in the imag-
ing group. However, CT scans are more expensive than
sonography and may be associated with delays in diag-
nosis. They may also have a significantly higher life-
time cancer mortality risk, due to the level of radiation
exposure [16,21].
The average perforation rate of appendicitis in chil-
dren is 19%, with a range of 16–50% [22]. The higher
appendiceal perforation rate of 37.7% in our study may
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have been due to the younger age of our patients,
and the fact that 40% of them were referred to the ED
from other hospitals.
Acute gastroenteritis was the second most com-
mon disorder in children with RLQ pain in our study.
When patients with gastroenteritis present with RLQ
pain, fever, vomiting, and nausea, they can easily be
misdiagnosed with appendicitis. Thus, acute gastro-
enteritis is the most common diagnosis in cases of
missed appendicitis [18,20]. Nonspecific abdominal
pain, the third most common etiology of RLQ pain in
children in our study, is also a common diagnosis in
children with acute abdominal pain [7]. Most of these
patients recover or show improvements after obser-
vation and supportive treatment in the ED.
Although appendicitis is the most common cause
of RLQ pain requiring surgical intervention in chil-
dren, other diseases that also require surgical interven-
tion can also present with RLQ pain, including ovarian
torsion, ruptured ovarian cyst, and bowel obstruction
or perforation [4]. There were no patients with ovar-
ian torsion or ruptured ovarian cyst in our study, but
one patient had a perforated peptic ulcer. One patient
had a right paraduodenal hernia, a rare cause of RLQ
pain, which was diagnosed by abdominal CT before
surgery.
RLQ pain in patients without appendicitis usually
resolves after active observation [23]. Patients with
atypical symptoms of appendicitis should be observed
for 4–6 hours in the ED, to confirm the diagnosis.
Active observation of children with possible appen-
dicitis improves the accuracy of physician assessment
and prevents unnecessary surgery, without leading to
an increased rate of appendiceal perforation [24,25].
Three of our patients with RLQ pain who were ini-
tially suspected of having appendicitis stayed in the
ED for more than 4 hours for active observation,
before conclusive diagnosis of appendicitis. No perfo-
ration occurred in these patients. Three patients whose
RLQ pain did not resolve in the ED were admitted
for further observation, to rule out appendicitis. Hos-
pitalization can also prevent unnecessary appendec-
tomy, but may increase the risk of perforation, which
increases to 5% in the 12-hour period following 36
hours of untreated symptoms [26]. Fortunately, all
three patients were discharged in stable conditions
within 2–3 days.
There were some limitations of our study. First, 
it was a retrospective review study in which different
pediatric surgeons and physicians performed the
physical examinations and so influenced the decisions
regarding imaging studies, the accuracy of diagnosis,
and the timing of operation. Second, the small sample
size of our study may have affected the sensitivity
and specificity of sonography or CT for diagnosing
appendicitis. Follow-up information was insufficient
for 12 patients, though none of these had positive
findings on ultrasound or CT, and all were discharged
from the ED in clinically stable conditions after close
observation, and the likelihood of appendicitis in
these cases was therefore minimal.
In conclusion, although many diseases cause RLQ
pain in children, almost half of the children who
present at the ED with RLQ pain have appendicitis.
Laboratory tests and imaging studies are useful for
diagnosing acute appendicitis, and can also detect
other causes of RLQ pain in children. If the initial clin-
ical presentation is not typical of appendicitis, opti-
mal management involves active observation with
repeated physical examinations every 4–6 hours.
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將所有在 2006 一月到 2006 七月其間因右下腹疼痛至一醫學中心急診求診之病童 (年
紀小於十八歲 ) 做醫學上的記錄。共收集 100 位因右下腹疼痛至急診求診之病童 (年
齡從 2 歲至 17 歲；平均 11歲 )，其中有 46 位病患只表現右下腹疼痛一個症狀，32 
位表現 2 個以上症狀或徵兆，如發燒、噁心嘔吐、腹瀉及反彈壓痛。73 位接受超音波
或電腦斷層影像學檢查，44 位因懷疑闌尾炎及 1 位因右側十二指腸旁疝氣接受手術。
11 位因表現腹膜炎徵候及 8 位因右下腹疼痛持續或加重而接受手術。術後病理切片檢
查有 53 位證實是闌尾炎，6 位結果是正常，而 4 位是其他診斷 (分別是破裂性消化性
潰瘍，骨盆腔發炎，卵巢囊腫，憩室炎及右側十二指腸旁疝氣 )。33 位病患在急診觀
察數小時後出院 (時間從 0.5 小時至 18 小時；平均 4 小時 )；其中尚有 3 位住院觀
察，後來皆沒有接受手術並狀況穩定出院。闌尾炎之病童在發燒 (p = 0.004)，反彈壓
痛 (p = 0.019)，白血球 (p < 0.001)，中性球比率 (p < 0.001) 及 C 反應蛋白發炎指
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